LETTERS TO THE EDITOR 


FMGs who plan to become a part of American psychiatry 
and American life. My goal could be better accomplished if I 
could compare this group with those FMGs who definitely 
plan to return to their home countries, but this variable is not 
predictable unless one has the resources to contact those 
who have actually followed through on this decision. I am 
trying to get such a comparison group from at least one coun- 
try. 

I will welcome responses at the address given below until 
July 1976. 


AHMED K. NaFEES., M.P.H., M.D. 
170 City Blvd., Suite 202 
Orange, Calif. 92668 


Parens Patriae and Psychiatry 


Sir: It is remarkable to watch psychiatry attempting to 
plug the holes in the badly leaking vessel traditionally 
thought to contain the rationale for its parens patriae pow- 
ers. The recent opinion ‘‘Is Dangerousness an Issue for Phy- 
sicians in Emergency Commitment?’’ by Michael Alfred 
Peszke, M.D., and the comment by Alan A. Stone, M.D. 
(August 1975 issue), are examples of our apparent anxiety re- 
garding our future as a profession without the power to force 
ourselves on unwilling patients. 

Dr. Peszke correctly makes the point that when a psychia- 
trist commits a patient for ‘‘dangerousness.’" he is acting as 
an agent of the state. He then asks us to believe that if we 
force treatment on a patient using some other justification, 
we have somehow become the patient's agent. His reliance 
on our position as physicians to justify imposing intervention 
‘‘only when there are sound and documented medical rea- 
sons”’ is particularly ironic because no physicians other than 
psychiatrists have asked for or been granted power to im- 
pose treatment. 

Dr. Peszke would also have us equate lack of forced treat- 
ment with no treatment—we would be abandoning those 
seeking or accepting help if we no longer forced anything on 
those who did not seek or accept help. Dr. Stone does sim- 
ilar insult to the language by warning us that by relying on 
dangerousness as a commitment criterion, nondangerous in- 
dividuals ‘‘will no longer have access to involuntary mental 
health care.”’ 

While properly decrying dangerousness as a valid reason 
for involuntary treatment, Dr. Peszke believes that **The 
physician can make a judgment that the severity of mental 
illness has impaired a patient's competence to make an in- 
formed decision as to the risks involved in not obtaining 
treatment.’’ This. we are told, ‘‘returns the physician to his 
historical role as an agent for the patient's welfare rather 
than an agent of society.’ He gives no reason—and I see no 
reason—to believe that a return to an ‘‘in need of treatment” 
standard would do anything but make the situation worse. 

Dr. Stone also suggested that we assess whether ‘‘a rea- 
sonable man in this situation [would] give up this much free- 
dom for this much treatment.’’ This standard is supposed to 
keep emergency commitment facilities from becoming jails 
and treatment from being preventive detention. 

Could it be that more people will inevitably be harmed 
rather than helped by our forced intervention? A recent ex- 
ample is the young man who. upon losing his court battle to 
avoid conservatorial incarceration at the Napa State Hospi- 
tal. leaped to his death from the Sacramento Medical Center. 
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This should remind us of the quote from our Viet Nam expe- 
rience: *‘We had to destroy the town in order to save it.”’ 

Might it not be wiser to recognize that not only dan- 
gerousness but all of the commitment criteria that we are us- 
ing to justify and enforce preventive detention in facilities 
that are as much like jails as hospitals are lacking in scien- 
tific, clinical, and social merit? We can only become the true 
agents of our patients rather than of the state by renouncing 
all state power to force anything on anyone. 


LEE COLEMAN, M.D. 
Berkeley, Calif. 


Dr. Peszke Replies 


Sir: The fundamental issue here is whether our society 
will continue to accept as expedient and moral public policy 
the premise that severe forms of mental illness limit auton- 
omy. To accept such a principle is certainly not necessarily 
to have clear-cut criteria for its implementation. I would in 
no way argue that the quality of care in many state institu- 
tions in this country is what a ‘‘modern”™ society has the 
right to expect. 

I cannot agree with Dr. Coleman's statement that psychia- 
trists are the only physicians who have been granted or 
asked for the power to impose treatment on involuntary 
patients. Historically, this mandate has arisen from society 
and has been delegated to physicians. Only in the last 50 
years has it become a psychiatric issue. In most countnes, 
licensed physicians are mandated to commit mentally ill 
patients for emergency treatment and/or observation. Fur- 
thermore, most primary care physicians are continually con- 
fronted with patients who are unconscious or for other rea- 
sons unable to give informed consent. In many of these cas- 
es, the procedures that are performed are far more dramatic 
and heroic—and the results more untoward—than the aver- 
age involuntary treatment in a mental institution. 

Dr. Coleman poses the traditional question of whether 
more people will be harmed than helped by our forced inter- 
ventions. Surely, the issue is what people and what kinds of 
forced intervention. We would not consider it a good prac- 
tice to automatically do a tracheostomy on every patient 
who arrives in the emergency room following an accident, 
and yet such interventions are at times desirable and, in fact, 
lifesaving. There has to be some judgment about the harm to 
the patient that will result without treatment as opposed to 
the likelihood of benefit. 

Dr. Coleman obviously misunderstood one of my argu- 
ments. I prefer the voluntary route for every patient. and I 
only wish that our institutions were able to provide quality 
care to everyone who wishes to be treated. 

I do not relish the decision-making process when I am con- 
fronted with a patient who ts psychotic. who refuses treat- 
ment, and whose welfare is jeopardized by his illness—par- 
ticularly in cases where I know from experience that appro- 
priate and available treatment would be helpful. I know that 
many psychiatrists share my reluctance in such difficult situ- 
ations. I have on many occasions urged that the power to 
commit should be confined to specially licensed. forensically 
trained public health psychiatrists, working with appropriate- 
ly trained attorneys. This system would provide emergency 
care while acting as a system of checks and balances in the 
clinical and administrative decision-making process. 

The practice of involuntary treatment exists in most so- 


cieties. It is a cross-cultural, historically legally sanctioned 
and philosophically acceptable approach to those people 
whom society considers to be at risk and to lack competence 
or autonomy. Society can change these ground rules. But un- 
leSs we, as a profession, think that people who are seriously 
ill are only playing a role, then we owe it to society to show 
our concern, present the risks and options, and leave it to 
society to determine policy. It is important that we not allow 
society to make rules and regulations that are inimical to our 
professional concerns and incompatible with our expertise. 


MICHAEL A. PESZKE, M.D. 
Farmington, Conn. 


Convulsions Following Disulfiram Treatment 


Sir: We wish to report the occurrence of grand mal seiz- 
ures in a patient who was taking disulfiram (Antabuse) and 
was abstinent. To our knowledge there has been only one 
previous report of such a case (1). 

Our patient, a 50-year-old chronic alcoholic female, had 
been taking disulfiram for 6 months and had no history of 
neurologic seizure disorder. While she was taking 250 mg of 
disulfiram by mouth daily and was totally abstinent (as con- 
firmed by her family and our observations in the hospital), 
she had five documented grand mal seizures. They occurred 
in the context of a clinical delinum that had apparently devel- 
oped gradually over a S- to 6-week period. The seizures 
cleared rapidly with discontinuation of the disulfiram and in- 
stitution of phenobarbital and diphenylhydantoin therapy. 
No abnormalities were found on physical examination (ex- 
cept for hepatolienomegaly, thought to reflect her prior alco- 
holism), routine laboratory evaluations, neurologic exam- 
ination, lumbar puncture, brain scan, or skull films. An ini- 
tial EEG showed fast spikey background activity interpreted 
as being suggestive of a drug effect. A subsequent EEG, 
done 3 weeks after disulfiram had been discontinued, was 
normal and corresponded to gradual clearing of her delirium. 
The anticonvulsant medications were discontinued 3 weeks 
after admission and she has remained seizure-free, cogni- 
tively clear, and clinically well for the 6 months since her dis- 
charge. 

When seizures occur in a patient taking disulfiram, they 
are thought to reflect an alcohol-disulfiram interaction. Since 
the variety of clinical situations that can lead to seizures in 
alcoholics is very broad, and appropriate and definitive treat- 
ment is largely dependent on an accurate diagnosis, the pos- 
sibility of seizures as a direct side effect of disulfiram—even 
in the absence of a challenge by alcohol and especially if they 
occur in the context of a clinical delirium—must be consid- 
ered in the differential diagnosis. Appropriate treatment Is 
discontinuation of disulfiram and temporary institution of an- 
ticonvulsant therapy for the period of time during which the 
drug is being eliminated from the system. 
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Diabetes Insipidus and Obsessional Neurosis 


Sir: The syndrome of ‘*Acute Psychosis. Increased Wa- 
ter Ingestion, and Inappropriate Antidiuretic Hormone Se- 
cretion’’ reported by Murray A. Raskind, M.D.. and asso- 
ciates (September 1975 issue) is of great interest. I have been 
following the association of psychiatric disturbance with dia- 
betes insipidus since 1952, and in 1956 I described a syn- 
drome of diabetes insipidus and obsessional neurosis, report- 
ing nine cases (1). Three had been under my care (2), four 
had been described by other authors (3-6), and two were 
patients I interviewed in 1955. 

The third case in my series was a woman who had been 
admitted to several hospitals where her obsessional features 
were never noticed. The patient admitted she had never told 
any physician about her obsessional compulsions and rumi- 
nations and that when asked specifically at one hospital. she 
had denied them altogether. although they had been plaguing 
her for years. In view of my experience that these obsession- 
al features almost invariably go undiagnosed. I think it fair to 
presume that obsessional features were present in the cases 
presented by Dr. Raskind and associates, since they were so 
similar to two of my patients in many respects. 

I suggest that obsessional neurosis and evidence of hy- 
pothalamic disturbance should be sought in all cases of diabe- 
tes insipidus, as I am confident this syndrome is more com- 
mon than is supposed. Identification of further cases and ade- 
quate examination may contribute to our knowledge of the 
anatomy and physiology of appetite, thirst. and compulsion. 

It may be that this syndrome could also give us a glimpse 
of the source or site of the generation of the ‘‘energy’’ under- 
lying cathexis. Just as the syndrome of bitemporal hem- 
ianopia and diabetes insipidus suggested a single lesion in the 
region of the optic chiasma to Kruse in 1894 (7). which led 
to the investigation and further understanding of the neuro- 
hypophysis, it may be that antidiuretic hormone (ADH) or 
chemically similar compounds will be found to attentuate or 
control compulsive drives more specifically than the psycho- 
tropic drugs now available. 

There is some doubt surrounding presently held concepts 
of the actions of ADH, since injection of aqueous vasopres- 
sin (Pitressin) reduces thirst dramatically in some patients be- 
fore it could have had time to modify fluid and electrolyte 
balance by even 1%. 

One of my patients lost her compulsions when her thirst 
was controlled by vasopressin. Since there is a subjective 
feeling of compulsion in both thirst and obsessional neurosis. 
there is clearly a wide area for speculation and investigation 
in the small area of the brain mentioned by Dr. Raskind and 
associates. 

It was disappointing that six patients with severe obses- 
sional neurosis without diabetes insipidus did not respond to 
the administration of small doses of vasopressin. 
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